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A. BUILDING 77 - LICENSURE
B. WING
TN7907 11/10/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
955 GERMANTOWN PKWY
GRACE HEALTHCARE OF CORDOVA CORDOVA, TN 38018
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N 002 1200-8-6 No Deficiencies N 002
This Rule is not met as evidenced by:
During the complaint investigation on 11/10/11,
this facility was found to be in compliance with the
Life Safety Code requirements of the Tennessee
Department of Health, Board for Licensing Health
Care Facilities, Chapter 1200-8-6, Standards for
Nursing Homes.
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